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STATEMENT DF DEFICIENCIES {X1} PROVIDER/SUPBLIER/CLIA X2) MULTIELE CONSTRUCTION | '
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: L_ E:U,mm 1. m:m BUILOING 01 : ‘“?’33'{1?5&‘1‘%‘.‘;“
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| NAME OF pﬁG\rlDER OR $UPPUER STREET AUDRESS, CITY, STATE. ZIP COD!
MAYFIELD REHABILITATION CENTER 200 MAVFIELD DRIVE
_ . . | sMYRna, TN 37167
X#yi0 SUMMARY STATEMENT OF DEFICIENGIES s - PROVIDER'S PLAN DF CORRESTION
PREFIX :  (EACH DEFIGIENCY MUST BE PRECEDED BY FLiL|, ! PREFIX : (EACH CORREGTIVE AGTION SHOULD BE . coMaETON
TAG ! REGULATORY OR LST IDENTIFYING INFORMATION} [ TAG ¢ CROB3-REFERENCED TO THE APPROPRIATE  + DATE
; ) DEFICIENCY) ;
: y
K 027 NFPA 101 LIFE SAFETY CODE STANDARD | K 027! _ . :
88<F" i i Nourishment room door penetration ;

: Door openings in stnoke barrers have at least a : has been repaired.

20-minute fire protection rating or are at least | f 9-16-14
* 1%-ineh thick solid banded wood core. Non-rated . :
| protective plates that do not exceed 48 Inches | : All other facility doars have been :
 from the bottom of the door are permitted. : ! checked for compliance. :
; Horizontal sliding doors comply with 7.2.1.14, : ,
{ Doors are salf-closing or automatic closingin =~ |
: accordance with 19.2.2.2.8. Swinging doors gre | Door penetralions will be added
' not requirad to swing with egress and posltive * te the {acilities weekly compilance
 latching s not required,  19.3.7.5, 19,3.7.8, { raunds.
£19.3.7.7

. The Maintenance Director will

. ! be responsihle for maonitoring

This STANDARD s not et as evidenced by: i | compliance, Compliance will be

Based on observations, it was determined the ; ! supported by evidence of woekly
: faclity failed to maintain the corridor openings, ; compliance rounds. Audits of ;

3 : these rounds will be reported i
The finding included: : i to the Quality Assurance Pracess
C ; i !mprovement Committee for three .
: On 8/25/14 at 11:35 AM observation within the i months {o ensure 1::::n’n;:uliar1<:e':i.1 !
} West hall area revealed the nourishment room
i door had a ene-inch (1") diameter through }
| penetration in tha locking area, National Fire ;
i Protection Association (NFPA) 80: 101; 8.2.3,.2.4; +
£101, 10.3.6.3.1 ;
| This finding was acknowledged by the : : |
- Administrator and verified by the Maintenance . , : -
" Birector during the exit conference on 8/25/14. g

K147 NFPA 101 LIFE SAFETY CODE STANDARD K147'
88=F:

i Electrical wiring and equipment Is In accordancs
. with NFPA 70, National Electrical Code. 8.1.2 |

This STANDARD is not met as evidericed by: | :

LABORATORY DIRECTOR'S OR PROVID) UPPLIER REPRESENTATIVE'S S!G;{ATURE TIMLE 'txa) DATE
o~ . ? * ) s
: ety 72 Wmmu%»é« af1e/ty

Any daficlencyistatement snding with an agterlsk {*) denates a deflelency which the Instititlon may ba axcused from correcting providing it Is determined that
other safaguards provida sufficlont protaction 1o tha patients, (Ses Insinictions.) Except for nursing homes, the lindings staled above are disciosabie 90 days
following the dite of survay whather or not a plan of sormction is provided. Far nursing hames, the above flndings and plans of correction are dlsclosabla 14
days follewing lha date these documanis are made available to the facility. If defislencies are cited, an approved plan of correction is requlisite o coninued
program participation.
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_ CENTERS FORMEDICARE & MEDICAID SERVICES - OM‘;OEQ %Pgi;l‘é%\g%?
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERICLIA =
AND PLAN OF CORREGTION IDENTIFIGATION NLIMBER; Pre)MULTPLE CONSTRUCTION F omieTes
_ A. BUILDING 01 - MAIN BUILDING i COMPLETED
; 445180 B. WING
. X — 08/25/2014
KNAME OF EROVIDER OR $UPPLIER STREEY ADDRESS, GITY, STATE, ZIP COD: '
MAYFIELD REHABILITATION CENTER 200 MAYFIELD DRIvE
_ | SMYRNA, TN 37167
XAHe ;. SUMMARY STATEMENT OF DEFIGIENCIES o - PROVIDER'S PLAN OF CORRECTION ;
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGYIVE ACTION SHOULD BE | cowrténon
TAG REGULATORY CRLSC IDENTIRYING INFORMATION) THhG CRDSS-REFERENCED TQ THE APPROPRIATE ' DATE
. f DEFISIENCY?}

K 147 Continued From page 1 .

| Based on testing and observation, it was
| determined the facility failed to maintain the
i electrical equipment.

: ;The findings included: .

i On 8/25/14 at 1:50 PM testing of the Ground
: r Fault Circult Interrupters in resident rooms 101,

; 103, 108, 108, and 2086 next to sinks revealed the ;

i units were not connected as GFC| units. NFPA
!‘TO 210-8{a)7)

I These findings were acknowledged by the

* Administrator and verified by the Maintenance
“Diractor during the axit conference on 8/25/14.

|
)

K147 Rooms 101,103,106,108 and 206 hav
GFCI upits connected now per
NFPA 70,210-8(a)(7)

All other resident rooms have been
checked for compliance.

¢ Maintenance Directar will-menitor for
continued compliance through
weekly rounds.

be reported to Quality Assurance
Process Improvernent Commitiae

on a monthly basis for 3 menths.
Any non-compllance will require a
plan of correction and be reporiad to
the Quality Assurance Process

! Improvement Commitiae for furthyr
monitaring 1o ensure compliance.

Audits of these compliance fotinds will

=}

' g-16-14

[ !

|
i
:
i
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